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The demonstration of microfilaria in fine needle aspiration cytology (FNAC) smears and body fluids is not a very common finding. 6, 7 Indeed, only few reports of microfilariae found in smears and aspirates from various body locations have been documented. 8 Here, we report the incidental finding of microfilaria in a fine needle aspirate from a patient presenting with a groin swelling suspected to be a lymphoma and demonstrate the role of FNAC in the diagnosis of filariasis in a resource-poor setting.
CASE REPORT
A 49-year-old male farmer, domiciled in one of the Southwestern states of Nigeria, presented at the accident and emergency unit of our hospital with a one-year history of a right groin swelling, which suddenly became painful about 2 weeks before presentation.
The swelling had quadrupled in size over the course of the year. The patient also reported a positive history of progressive weight loss, generalised body itching and associated nocturia with a feeling of incomplete bladder emptying. There were no associated skin changes, fever, visual impairment or gastrointestinal symptoms.
INTRODUCTION
Lymphatic filariasis is a disabling parasitic disease endemic in over 80 countries including Nigeria with an estimated 120 million infected individuals and 1.2 billion at risk of acquiring the infection. 1, 2 Nigeria is the third most endemic country in the world. 2 While mortality from lymphatic filariasis is low, the disease may produce acute or chronic clinical manifestations. 3 In fact, lymphatic filariasis has been identified by the World Health Organisation as a leading cause of permanent and long-term disability in the world. 4 A large majority of infected individuals have asymptomatic microfilaraemia, although peripheral blood smears are frequently negative for microfilariae in a significant number of other patients in whom conventional diagnostic methods may fail to identify the organism.
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ABSTRACT
Lymphatic filariasis is a global health problem endemic in Nigeria. Peripheral blood smears are frequently negative for microfilariae in a significant number of infected patients in whom conventional diagnostic methods may also fail to identify the disease. In such cases, fine needle aspiration cytology may play an important role in disease identification. A 49-year-old South-western male Nigerian farmer, presented with a one-year history of a right groin swelling, which became painful 2 weeks before coming to the hospital. A clinical assessment of lymphogranuloma venereum was made to rule out a non-Hodgkin lymphoma. Initial laboratory investigations only showed mild eosinophilia and haematuria. However, fine needle aspiration cytology performed on the swelling showed microfilariae of Wuchereria bancrofti for which appropriate treatment was instituted with excellent outcome. This case demonstrates that lymphatic filariasis should be considered in the differential diagnosis of lymph node swellings in the groin and that aspiration cytology may play an important role in its diagnosis, especially in an endemic resource poor country. 3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54   1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53 oedema. His vital signs were essentially normal. There was no significant peripheral lymphadenopathy. There was, however, a firm and tender right groin mass, which measured 16 cm × 10 cm and extended from the right anterior superior iliac spine to the root of the penis. The mass was irreducible, immobile and was firmly attached to the overlying skin which appeared normal.
An assessment of inguinal adenitis, possibly due to lymphogranuloma venereum was made to rule out a nonHodgkin lymphoma.
The patient was commenced on oral doxycycline, intramuscular gentamicin as well as pain relievers pending the results of the laboratory investigations [ Table 1 ].
The abdomino-pelvic ultrasound showed multiple heterogeneous matted superficial groups of lymph nodes. An ultrasound-guided FNAC was therefore performed with the smears showing many microfilariae of Wucherera bancrofti in a background of numerous eosinophils, neutrophilis and lymphocyctes [ Figures 1 and 2 ]. Based on this, a peripheral blood film was prepared from blood sample taken from the patient. This also showed similar microfilariae.
The patient was treated with oral diethylcarbamazine with an appreciable outcome, with almost complete disappearance of the swelling 2 months after discharge from the hospital.
DISCUSSION
The chronic stage of lymphatic filariasis may present as a hydrocoele, lymphadenopathy, lymphoedema or elephantiasis. Unexplained chronic lymphadenopathy is, however, a well-recognised manifestation in children unlike adults in whom lymphoedema is characteristically encountered. 1 Our patient presented with an uncharacteristic chronic lymphadenopathy. The diagnosis, even in endemic areas, thus depends of a high index of suspicion as a significant number of infected individuals may remain asymptomatic or present to the hospital with vague clinical signs and symptoms that cause a great deal of diagnostic dilemma. 9 Our index patient is a classical example of the diagnostic confusion that may be encountered even in endemic areas such as South-western Nigeria. The low index of suspicion in this patient may actually be due to the fact that the patient presented to the hospital located in a semi-urban area even though he was domiciled in a rural community, where the disease is known to be more prevalent.
The laboratory diagnosis of filariasis is usually made by finding microfilariae in peripheral blood, chylous urine, hydrocoele fluid and the skin or by detecting the filarial antigen and/or antibody. 1 This notwithstanding, microfilariae may not be seen in the peripheral blood of infected individuals even after a diethylcarbamazine provocation test. 1 This may also be a source of diagnostic difficulty even when the patient presents with classical clinical features or there is a high index of suspicion. In the present case, except for the mild eosinophilia and haematuria, all other laboratory investigations were within normal limits. Microfilariae were detected in peripheral blood only after the diagnosis had been made using FNAC.
Although a review of literature reveals that microfilariae have been detected in smears from virtually every body part, these cases remain at best incidental findings. This is because FNAC is rarely requested for the evaluation of patients for filariasis, especially where the peripheral blood films are negative for microfilariae. 1 Nevertheless, FNAC is known to play an important role in the diagnosis of filariasis in patients who present with mass lesions, which may or may not be clinically suspected to be associated with filarial infection. 12 Such diagnosis depends on the identification of microfilariae and/or fragments of adult worms or their ova within the smears. 5, 10 Fine needle aspiration cytology is thought to be a simple, more convenient, effective and cheap diagnostic method, which may prove invaluable in resource-poor countries where more sophisticated serological diagnostic methods are not readily available. This becomes imperative since many infected patients may have transient microfilaraemia or none at all.
Since, there is at present no radical cure or chemoprophylaxis for the chronic stage of filariasis, early diagnosis and treatment are the best options for infected individuals and FNAC may be an effective tool in this regard especially in clinically unusual cases.
